A 52-year-old man came to the emergency department at 3:00 am with constant retrosternal pain that had awakened him at 1:47 am and was accompanied by nausea. A standard 12-lead electrocardiogram showed 1 mm of ST-segment elevation in lead III with slightly less elevation in lead aVF and <0.5 mm elevation in lead II (Figure 1) . The reciprocal ST-segment depression noted in leads I and aVL confirmed that the minor ST-segment elevation in leads II, III, and aVF represented inferior acute myocardial injury (1).
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A 52-year-old man came to the emergency department at 3:00 am with constant retrosternal pain that had awakened him at 1:47 am and was accompanied by nausea. A standard 12-lead electrocardiogram showed 1 mm of ST-segment elevation in lead III with slightly less elevation in lead aVF and <0.5 mm elevation in lead II (Figure 1 ). The reciprocal ST-segment depression noted in leads I and aVL confirmed that the minor ST-segment elevation in leads II, III, and aVF represented inferior acute myocardial injury (1) .
In the presence of inferior acute injury, the minor ST-segment depression in leads V 2 to V 6 suggested changes reciprocal to acute posterior myocardial injury. Lead V 1 did not participate in the ST-segment depression because of a neutralizing anterior current of injury resulting from acute infarction of the right ventricle, which was located immediately behind lead V 1 .
A 12-lead electrocardiogram recorded 20 minutes later with the precordial leads on the right side of the chest showed obvious ST-segment elevation in leads V 2 R (lead V 1 L) through V 6 R, confirming acute infarction of the right ventricle ( Figure 2 ). Lead V 1 R (V 2 L) showed slight ST-segment depression rather than elevation because it did not face the right ventricle, had an unimpeded look at the injured posterior wall of the left ventricle, and thus showed reciprocal depression.
Some 75% to 80% of inferior myocardial infarcts are due to occlusion of the right coronary artery, with most of the others due to occlusion of the left circumflex artery (2) . In addition, five features of these two electrocardiograms indicate that the right, rather than the left circumflex, is the culprit coronary artery: 1) ST-segment elevation in lead III greater than that in (2) . Coronary arteriography, performed a week after the onset of infarction, revealed a 95% narrowing in the midportion of the right coronary artery without significant disease in any other vessel. After the stenosis was dilated, a 2.5 × 28-mm Cypher stent was placed in the midportion of the right coronary artery.
The patient's risk factors for coronary disease were longstanding systemic arterial hypertension, an 80-pack-year history of cigarette smoking, a family history of coronary artery disease, a C-reactive protein level of 2.40 mg/dL (normal <0.90), and hyperlipidemia (low-density lipoprotein cholesterol, 146 mg/ dL; high-density lipoprotein cholesterol, 43 mg/dL; triglycerides, 163 mg/dL). His infarct was small, with a peak serum troponin level of 9.67 ng/mL (normal <0.09), a peak creatine kinase level of 607 U/L (normal <230), and a level of the MB fraction of creatine kinase of 124.5 ng/mL (normal <8.1). Most importantly, except for mild left ventricular hypertrophy, his echocardiogram was normal with normal left ventricular segmental wall motion and ejection fraction (>55%).
Because the number of standard electrocardiographic leads with ST-segment elevation predicts the extent of left ventricular damage, and consequently the death rate, in ST-segment elevation myocardial infarction, this patient's electrocardiogram predicted a good outcome (3). Figure 1 , the limb leads were recorded in the standard fashion and showed slightly more ST-segment elevation in leads II, III, and aVF and slightly more reciprocal depression in leads I and aVL than were seen in Figure 1 . The precordial leads were recorded on the right side of the chest and showed ST-segment elevation in leads V 2 R (V 1 L) through V 6 R, indicative of right ventricular acute infarction.
